most malignant and anaplastic potential. Whatever may be the biological explanation for this paradox, it nevertheless gives convincing justification for the new British TTPR classification of Collins & Pugh (1964) , which is now seen to offer very useful prognostic information, and may soon be even further simplified by putting the two less favourable groups MTIB and MTA together into a single new category 'MTU' -malignant teratoma undifferentiated (Pugh 1973) .
Summary
(1) Applying the British TTPR system ofclassification to the series of testicular tumours at the London Hospital from 1950 to 1972 inclusive, treated by simple orchidectomy and radiotherapy, we find that nearly half the teratomas, classified as MTIA, had a survival as good as that of seminoma.
(2) The TTPR classification gives useful prognostic information.
(3) This large group of teratomas are radiosensitive, and there is no justification for radical surgery in these cases.
Dr R C B Pugh (Institute of Urology, London WC2H 8JE) said that the Testicular Tumour Panel was in the process of reanalysing the cases registered and had now found, as Mr Chapman had pointed out, that the corrected survival rates for the MTIB and MTA subgroups of teratoma were very similar. It was therefore proposed to amalgamate these into a single group to be known as malignant teratoma undifferentiated (MTU). The MTAl group would, in future, be referred to as the malignant teratoma intermediate (MTI) group. The London Hospital MTIA results, calculated for all cases and also for Stage 1 cases, were better than the Testicular Panel figures, and this probably reflected the fact that the Registry collected material from many centres whereas the London Hospital patients were seen and treated in a single unit. Perhaps the most striking feature of the London Hospital figures was not so much the gratifying results with the teratomas as the poor results obtained in the seminoma cases. This compared unfavourably with the Panel's experience, and also with many other published series, and suggested the possibility that the London Hospital seminoma group included cases which may not have been seminomas. Urologists usually experience little difficulty in diagnosing the causes of obstructive uropathy when the pathology lies within the urinary tract, but when it is extra-urinary the usual diagnostic tools are often of limited value. During a twelvemonth period, 4 patients presented with an extraurinary obstructive uropathy due to unusual causes. A sacral chondroma was suspected by plain radiography and confirmed by open biopsy; the history of a granulomatous appendix mass was at variance with the clinical and radiological findings of a left upper tract obstruction; an appendix mucocele required surgical exploration to establish the diagnosis; a pelvic hemangiopericytoma was identified by histology only.
Case Reports
Case 1 Mr L E, aged 55 Presented to the urology unit at Salford Royal Hospital complaining of an intermittent pulsation in the right lower abdomen, dysuria of recent onset and frequency since childhood. He denied any gastrointestinal symptoms. There was a tense painless cystic swelling in the right lower abdomen, but rectal examination was normal. The urine was sterile, Hb 11.8 g/lOO ml, and ESR 75mm in one hour (Westergren). A plain abdominal radiograph showed a round pelvic swelling with a discontinuous rim of showed an obstructed right upper tract, fullness of the left upper tract with lateral displacement of the left pelvic ureter and an abnormal bladder outline due to the extrinsic swelling. At barium enema the large bowel was normal but the appendix and ileum did not fill. At cystoscopy the bladder capacity was 325 ml and the mucosa was normal. Examination under anesthesia revealed a 10 cm diameter mobile cystic swelling above and behind the bladder.
At laparotomy an intraperitoneal cyst filled the pelvic brim and extended into the pelvis. Superiorly, the cyst was attached to a short fibrous appendix, the c=cum and terminal ileum being normal. The posterior wall of the cyst was deeply adherent to the iliac vessels and right ureter and could not be separated from them. Most of the appendix mucocele was excised and all the green mucoid jelly-like material contained in it was evacuated. In order to relieve the ureteric obstruction, the ureter required proximal division and reimplantation into the bladder. Histology of the appendix showed stricture formation due to chronic inflammation. There was no evidence of a carcinoid tumour. The cyst wall was composed of fibrous tissue, but there was no lining epithelium. The patient's recovery was uneventful, the sedimentation rate returned to normal, and the excretion urogram showed return of function on the right side.
Case 2 Mr P W, aged 19 Presented to the Special Treatment Clinic at Manchester Royal Infirmary suffering from gonococcal urethritis, which was treated with penicillin and probenecid. Within 48 hours he experienced abdominal pain with vomiting which settled with antacids. Two days later his symptoms returned and he had a temperature of 102°F (39°C); he was admitted to the local hospital because the urethral infection was thought to have spread. His symptoms settled after a five-day course of tetracycline, but nine months later he was referred to the urology unit at Manchester Royal Infirmary because of LIF pain. He denied any symptoms referable to the genitourinary or gastrointestinal tracts. There was a dull, non-tender, suprapubic swelling which extended midway to the umbilicus. The swelling was felt rectally and was confluent with the prostate, which itself was normal. There were no other physical abnormalities. The urine was sterile, WCC 16 000/mm3 with normal differential, ESR 58 mm in one hour (Westergren). The excretion urogram (Fig 2) showed an obstructed left upper tract, fullness of the right upper tract, and the bladder outline showed an extrinsic pressure defect. At cystoscopy the bladder capacity was reduced, and the trigone was oedematous; at sigmoidoscopy the rectal mucosa bled to the touch; at examination under anesthesia there was a firm mass almost completely encircling the rectum, confluent with the prostate and fixed to the right pelvic wall. A transrectal biopsy of the mass showed inflammatory cells only.
At laparotomy an intraperitoneal mass was found which involved the terminal ileum, appendix, csecum, ascending colon and bladder. A right hemicolectomy and wedge resection of bladder were performed, and the diagnosis of a post-appendicitis granulomatous mass was confirmed at histology. There was no evi- Sectioni of Urology dence of Crohn's disease or malignancy. The patient's recovery was uneventful, the hamatology returned to normal and an excretion urogram after three months showed two normal upper tracts. Case 3 Mrs A N, aged 31 Presented to a medical clinic at Manchester Royal Infirmary complaining of low backache radiating down the left thigh and leg with occasional parasthesia. A normal pregnancy had occurred three years previously. Her general health was satisfactory and she denied any urinary symptoms. She was tender over the L4-5 intervertebral disc space, and over the left sacroiliac joint. Straight leg-raising on the left was limited to 450; there were no other neurological abnormalities. ESR was 6 mm in one hour (Westergren). A plain radiograph showed no evidence of a prolapsed intervertebral disc. She was treated with bed rest and physiotherapy and the symptoms settled.
One year later she presented to the urology unit at Manchester Royal Infirmary complaining of low back pain, stress incontinence, noctumal enuresis, and diarrhoea alternating with constipation. There was tenderness in the left iliac fossa and over the left buttock and on rectal examination there was a hard smooth tumour arising from the sacrum which was displacing and obstructing both the rectum and bladder. There was wasting of the left lower limb with increased tone and a positive Babinski response. Proteus mirabilis was cultured in the urine. ESR was 8 mm in one hour (Westergren). A plain radiograph showed an amorphous calcified mass replacing the sacrum and filling the pelvis. The excretion urogram showed essentially normal upper tracts, but the bladder was displaced forwards and to the right, and emptied poorly (Fig 3) . At cystoscopy there was intense cystitis with distortion of the bladder base and the posterior wall.
The first surgical exploration of the sacrum took the form of a posterior approach with a view to decompressing the sacral nerves, but this proved impossible owing to the tumour size. Because the hist-ol6gy of the biopsy showed a chondroma without cytological evidence of malignancy the tumour was explored abdominally and 1260 g removed piecemeal. Histology confirmed the biopsy findings. The patient's recovery was uneventful and the back pain disappeared, defecation quickly returned to normal and the incontinence improved partially. Because of left foot drop, she required a toe-uplifting spring caliper. An excretion urogram six months later showed reflux into the left upper tract and evidence of a neuropathic bladder.
Case 4 Mr H R, aged 59
Presented to the local hospital with colicky abdominal pain and constipation. Direct interrogation revealed a history of frequency, a poor stream and occasional incontinence. His general health was satisfactory. When the gastrointestinal investigations were complete he was referred to the urology unit of Manchester Royal Infirmary. There was a dull, tender, suprapubic swelling which was also felt rectally. There were no (Westergren) . Barium meal and follow-through showed that the small bowel had been displaced upwards by the swelling but the barium enema showed that the rectosigmoid area was stretched out over the pelvic swelling. The excretion urogram showed normal upper tracts but the bladder (Fig 4) showed a curious crescentic outline due to indentation by the swelling. The patient developed urinary retention and although a urethral catheter was passed easily a cystoscope could not be passed because of the extreme lateral distortion of the posterior urethra.
At laparotomy an extraperitoneal extravesical vascular mass filled the pelvis. Because of its vascularity the 900 g tumour was removed with difficulty, and 6 units of whole blood were required. Histologically the tumour was identified as a hiemangiopericytoma showing numerous capillaries and blood sinuses surrounded by small spindle cells (pericytes). There was no evidence of malignancy. The patient's recovery was uneventful with return to normal micturition and defacation. Six months after surgery there was no evidence of recurrence and at excretion urography the bladder outline had returned to normal and there was good emptying.
Discussion
Following Rokitansky's (1842) first description of an appendix mucocele as a 'hydrops of the appendix' and the subsequent classical description of the condition by Virchow (1863), the common due to indentation by the ha?mangiopericytoma capillaries and bloodsinuses, surrounded by small spindle cells (pericytes). The zone ofhyalinized collagen immediately complications of fistulae, intussusception, torsion, rupture and pseudomyxoma peritonaei were described over the next fifty years or so, but it was not until 1941 that an obstructive uropathy due to an appendix mucocele was documented (Ostrum & Miller 1941) . Appendix mucocele is usually associated with carcinoma of the appendix, carcinoma of the caecum or, as in Case 1, postinflammatory appendix stricture. The mode of presentation in this case was unusual in that the pulsating sensation was due to the adherence of the mucocele to the iliac vessels. The smooth calcified outline on the plain radiograph and the regular indentation of the bladder at excretion urography should have made the preoperative diagnosis a possibility in a male (Ostrum & Miller 1941) . In order to relieve the obstructive uropathy, caused by the marked adherence of the mucocele to the posterior abdominal structures, the ureter required proximal division and reimplantation into the bladder. The prognosis may well be favourable because the absence of a lining epithelium on the inside of the mucocele makes the subsequent development of pseudomyxoma peritoneei unlikely (Hughes 1967) .
The urinary complications of an appendix abscess in children, namely retention (Hoffman 1932 ), fistule (Hyman & Capos 1959) and upper tract obstruction (Cook 1969) , have been well documented. In adults the incidence of upper tract obstruction due to an appendix abscess is not known, but the condition may occur more frequently than is recognized. In Case 2, when the gonococcal urethritis was being effectively treated surrounaing some of me vesseis is characteristic ofa haemangiopericytoma. x 165 by penicillin and probenecid, the patient developed acute appendicitis. The penicillin and, subsequently, tetracyline masked the abdominal emergency, and hence a chronic granulomatous mass developed. Despite the extensive involvement of the small and large bowel in the granulomatous mass, the patient was remarkably free of symptoms, and the left iliac fossa pain which eventually developed was not severe, and may have been related to either the obstructed left upper tract or the gastrointestinal mass. At first a diagnosis of seminal vesicle pathology was entertained but it was not until the clinical history had been carefully reviewed that the correct preoperative diagnosis was established. A right hemicolectomy and wedge resection of the bladder were necessary to remove the mass, and at histology acute appendicitis was confirmed. A predominantly left-sided upper obstructive uropathy due to an appendix abscess would appear to be a rare condition.
Bell (1971) , in a review of benign cartilaginous tumours of the sacrum, found 6 sacral tumours out of a total of 70 such spinous lesions. A sacral osteofibrochondroma was first described by Eikenbary (1928) ; Rix & Geschickter (1938) described 3 sacral tumours with histological evidence of chondroma in 2; Puig-Guri (1948) described a sacral chondroma, and Geschickter & Copeland (1949) published a case history of a myxochondroma involving the sacrum and lumbar vertebra. Chondromatous tumours are encapsulated, slow-growing, lobulated, and shell out. quite easily, as in Case 3 when 1260 g of tumour was enucleated. Chondromas are thought to arise from precartilaginous cellschondrocyteswhich are embedded in an acellular matrix. Histological recognition of malignancy can be difficult and although the tumours rarely metastasize they are frequently recurrent and locally aggressive.
Our patient had undergone a normal full-term delivery four years before surgery and it is likely that the tumour was either not present at the time of delivery or else was of small size. The initial symptoms were probably due to sacral root pain and the patient seemed willing to bear this until symptoms of rectal and bladder obstruction supervened. Surgical enucleation relieved the rectal obstruction but micturition only partially improved. The excretion urogram after surgery showed a neuropathic bladder with reflux and although the neuropathic element may have been present before surgery this was not demonstrated in the presence of the organic obstruction. Even though the tumour was fully removed the prognosis remains guarded. Stout & Murray (1942) first described a rare vascular tumour to which they gave the name hoemangiopericytoma. Spiro et, al. (1964) in a review of the English literature found 12 pelvic (extrauterine) h2emangiopericytomas and Douglas et al. (1966) published a further such case. The firm encapsulated tumours which can occur almost anywhere in the body are usually traversed by coarse trabeculk of fibrous tissue and show areas of hemorrhage and necrosis. Microscopically, the tumour shows numerous capillaries and blood sinuses surrounded by small spindle cells called pericytes by Zimmermann (1923) . The zone of hyalinized collagen immediately surrounding some of the vessels is characteristic (Fig 5) . A haemangiopericytoma is a highly malignant tumour over a lifetime with a recurrence rate of 52.5% (Backwinkel & Diddams 1970) . In our patient the symptoms of colicky abdominal pain and constipation due to the obstructed rectum and the symptoms of frequency and a poor stream due to the obstructed bladder did not develop until the tumour had reached a large size. So marked was the bladder distortion (Fig 4) caused by the tumour that it was not possible to instrument the posterior urethra and yet the onset of acute retention was a late feature. Following surgical extirpation, which was characterized by a good deal of bleeding, the obstructive symptoms disappeared. The prognosis here remains guarded.
